psychiatric in nature because of their psychodynamic complexities and potential for harm to the patient or others. However, the vastly more prevalent sexual dysfunctions, arguably as disabling in their psychological pain as many chronic physical conditions, are an equally important part of the mental health professional's domain. There are recent indications that knowledge of psychosexual development and competency in the assessment and treatment of psychosexual disorders should be core components of a psychiatry residency curriculum (1) . However, there are few experts and even fewer organized training programs anywhere in North America to provide the current generation of residents with the knowledge and skills needed to treat common sexual problems. Clinicians already in practice are at an even greater disadvantage, since virtually no training will have been available to most of them. Consequently, inquiry into sexual function or problems is unlikely to be included as a routine part of the psychiatric history or therapeutic regimen for many patients.
Within the last 5 years, advances in the understanding of genital neurophysiology have led to a remarkably simple, safe, and highly efficacious treatment for male erectile dysfunction (ED) with phosphodiesterase type-5 (PDE5) inhibitors. The availability of sildenafil and now tadalafil and vardenafil, has prompted greater recognition of sexual problems as a fundamental quality-of-life issue. Millions of men and their partners are benefiting from the availability of this new class of drug and the medical legitimacy it has brought to patients' experience of sexual problems. The caveat in this otherwise positive trend is that treatment may still fail if both doctors and patients approach a potentially complicated sexual dysfunction in a unidimensional manner by limiting consideration of sexuality to a genitally focused, medication-reliant experience. Despite its impressive broad-spectrum efficacy, renewals for sildenafil drop by over 30% (2) , and possbily by as much as 50% (3), of the original prescription rate. This fall-off may be interpreted to mean that at least some patients deserve and require more time and attention to the multiple personal and interpersonal themes (that is, the context) that can affect their compliance and success with this medication. Psychiatrists should be one resource that patients can confidently and reliably turn to for a more detailed exploration of sexual problems. Yet available data indicate that psychiatrists write less than 3% of prescriptions for sildenafil (4) , suggesting that sex is not an issue that our profession routinely addresses.
Physicians cite several reasons for their reluctance to broach this topic: 1) sexual problems take too much time to unravel; 2) sexual problems are too biopsychosocially complex (that is, too much biology for a psychotherapist and too much psychology for a neuropsychiatrist or a psychopharmacologist); 3) it is difficult to find the appropriate moment in the interview to introduce sexual topics (questions may be misinterpreted or deemed offensive if not properly introduced or contextualized); 4) sex is not identified as a priority or as relevant to the patient's presenting problem; 5) the professional may have personal discomfort with the topic or with the nature of a patient's sexual proclivities; and 6) the physician lacks knowledge or skills concerning what to ask, how to treat, or when to refer the patient.
Why Talk About Sex?
For most people, some form of sexual expression is an important part of a full and healthy life. The World Health Organization (5) and the office of the Surgeon General of the United States (6) have declared that sex is a basic human right and an integral part of life. The value and importance of sex may seem obvious, but there is also a modicum of evidence-based data from the Global Study of Sexual Attitudes and Behaviours to support the assumption that sex is valuable and important to patients (7). The survey involved over 26 000 persons in 28 countries and found that, at least in the group aged 40 to 80 years, approximately 83% of men and 63% of women describe sex as "extremely," "very," or "moderately" important. It is a safe assumption that younger men and women find sex to be equally or even more important than do their senior counterparts. Sex is not a lifestyle issue, it is a quality-of-life issue, and there is a profound difference between the two. Insofar as sex is a significant aspect of life and health, and insofar as the psychiatrist's goal is to restore quality of life where it is impaired, sexuality is part of that clinical service mandate.
Sexual dysfunction is common and distressing. The Laumann study indicates that, in the group aged between 18 and 59 years, 31% of men and 43% of women have significant sexual concerns or problems (8) . Even if just a portion of these represent clinically important dysfunctions, tens of millions of people are affected. The Massachusetts Male Aging Study found that, when the focus is narrowed to a community sample of men aged 40 to 70 years, the prevalence of ED essentially matches the age at each decade. For example, the prevalence of ED is 40% among persons aged 40 years and 70% among those aged 70 years (9) . Indeed, 52% of men in this age group (that is, aged 40 to 70 years) experience some degree of ED, and in about two-thirds of that group, the ED is of moderate-to-complete severity.
The impact of sexual problems for patient or partner can vary from unhappiness, frustration, or a sense of sexual inadequacy in intimate relationships to a more pervasive loss of self-esteem, affecting general happiness and function within a couple and even within social and occupational spheres.
Sexual dysfunction is frequently comorbid with, and may be a harbinger of, other illnesses. ED can be the presenting symptom for diabetes or cardiovascular disease. Sexual problems are also associated with various psychiatric disorders. In depression, there is usually a loss of sexual response or interest. Kennedy determined that, among untreated patients with depression, problems with sexual interest or arousal were present in 50% of women and 40% of men (10) . In older men with more severe degrees of depression, the prevalence of ED approaches 100% (9) . In anxiety syndromes, there may be heightened sexual performance distractions, avoidance of intimacy, or in extreme cases with deeper psychodynamic roots, florid sexual aversion. Similarly, sexual trauma can be a source of depression, anxiety, or even posttraumatic stress disorder. In bipolar disease, interest and activity may escalate to inappropriate or harmful levels during hypomanic episodes. In psychosis, sexual themes are a common component of delusional systems. Substance abuse may represent self-medication for the distress caused by sexual difficulties; alternatively, sexual dysfunction may be a consequence of substance use. As a final example, personality disorders may manifest with varying kinds of sexual difficulties ranging from promiscuity to avoidance. This high degree of comorbidity suggests that evaluating sexual complaints can have multisystem diagnostic significance, sometimes providing an index clue to other serious physical or emotional issues.
Sexual dysfunction can influence the course of other illnesses and can exacerbate the severity of other psychiatric problems or the psychological response or adjustment to a physical problem. Alternatively, resolution of a sexual problem can ameliorate the intensity or distress of other illnesses. There is evidence that a significant number of men with ED report mild-to-moderate symptoms of depression (11) . Interestingly, these symptoms normalize with successful treatment of ED, whereas depression scale scores remain elevated when ED is unresponsive to treatment. This suggests that the experience of a sexual dysfunction may aggravate or, in some individuals, even precipitate depression. Other recent evidence suggests that humiliation, "most typically, being abandoned by a romantic partner" (12) , is one of the major events that provoke depression. Such encounters may encompass sexual incompatibilities or difficulties that should be explored.
New treatments for ED have contraindications that may affect psychiatric patients. PDE5 inhibitors are extremely simple, safe, and effective for most men with ED. However, nitrates in any form (for example, nitroglycerine-containing antianginal drugs) are an absolute contraindication to PDE5 inhibitors. In the absence of nitrates, most patients with cardiovascular disease may safely take PDE5 inhibitors, but combining the 2 can cause serious hypotension. Since there is a correlation between depression and cardiovascular morbidity, a psychiatric patient may have angina and be taking nitrates. If that patient experiences ED, either as a symptom of depression or peripheral vasculopathy, he cannot be prescribed a PDE5 inhibitor. If the patient is reluctant to broach the subject of sex with his physician or psychiatrist, he may obtain medication illegitimately (for example, from friends or via the Internet), unintentionally placing himself at risk. Other patients may intermittently use nitrates in some nonclinical form (such as amyl nitrate or "poppers"). Accordingly, it is imperative that psychiatrists be aware of and be able to thoroughly discuss their patients' overall health, including sexuality and concurrent medications.
Sexual activity may be unsafe for a small number of patients. Although sexual activity requires only modest energy expenditure (about the same as climbing 2 flights of stairs), there is a slight risk (about 0.6%) of a fatal myocardial infarction during sex (13) . For the seriously compromised cardiac patient, it may be temporarily inappropriate to promote or enable potentially unsafe sexual activities. This is especially the case in unwell older patients who may not have been sexually active for some years but who now want to try a PDE5 inhibitor. Some patients who are quite ill may still want to continue (or prematurely resume) sexual activity. Again, whether the presentation is medical or psychiatric, a thorough sexual history will enable the professional to safely and appropriately facilitate patients' sexual activity or the treatment of any sexual problems.
Sexual dysfunction is a common treatment side effect of many psychotropic drugs. This not only adds to the patient's distress but may also induce noncompliance with medication. It is therefore necessary for psychiatrists to routinely inquire about sexual behaviour and response before starting medications so that the role of any drug in causing dysfunction can be clearly delineated. It is possible to deduce the likelihood of medication sexual side effects by knowing the following 4 key neurotransmitters involved with sexual response: · Dopamine (DA) facilitates libido. DA blockers such as antipsychotics will impair libido. DA agonists (for example, Parkinson's treatment) may elevate libido.
· Noradrenalin (NA) has effects that vary depending on the concentration and site of action. Generally, NA causes genital vasoconstriction, which interferes with lubrication and erection but is necessary for the preliminary phases of ejaculation (that is, emission) in men. Therefore, NA blockers (specifically, alpha-1 adrenergic receptor blockers) can inhibit ejaculation but may facilitate erection.
· Acetylcholine (ACh) is one of the preliminary neurotransmitters leading to nitric oxide release and thence to lubrication and (or) erection; it is also necessary for the second (propulsive) phase of ejaculation in men. Accordingly, anticholinergic agents can interfere with erection and (or) lubrication or with ejaculation and (or) orgasm.
· Serotonin, specifically at the 5-HT 2A receptor, seems to be a sex-dampening agent (that is, it inhibits interest, arousal, and [or] orgasm). Accordingly, selective serotonin reuptake inhibitors (SSRIs) have a fairly high incidence of sexual side effects (up to 75%, as shown in some studies). In contrast, an SSRI may be useful in treating premature ejaculation by raising the ejaculatory excitement threshold.
Effective treatment is available for many sexual problems. However, the efficacy of psychological or pharmacologic therapies depends on a thorough sex history of the patient. It is not necessary to be a subspecialty expert in sexual medicine to provide meaningful care. The PLISSIT (permission, limited information, specific suggestions, and intensive therapy) model developed by Jack Annon decades ago is still useful.
others consequent to sexual behaviours or disorders, the comorbidity with other illnesses, the sexual side effects caused by psychotropic drugs, the availability of an effective medical treatment to counteract a side effect of ED, and the possible interactions between PDE5 inhibitors and nitrates (which may be relevant in some psychiatric patients), it may be argued that it is indefensible not to take a good screening sexual history from each patient. For an area of life and health that is so fundamental and pervasive, professional ignorance or inattention to possible sexual problems does not meet current standards of psychiatric practice.
The PLISSIT Model
Permission (P): Legitimize the topic of sex, validate the patient's problem, and empower the patient to make choices and changes.
Limited Information (LI): Discuss the prevalent concerns and norms of behaviour. Emphasize the importance of communication and trust within a relationship. Review the need for physical health, comfort, and emotional safety, and discuss medication side effects.
Specific Suggestion (SS): Provide psychiatric medication options, eliminate modifiable risks, and stimulate patients' interest (using books or videos). Suggest dating sessions with a partner, including noncoital sex options. Consider PDE5 inhibitors for depression or other illness-related ED and for SSRI-induced or other medication-induced ED (14) .
Intensive Therapy (IT): Therapy includes marital or couples counselling, a possible referral for sex therapy, and (or) more in-depth psychotherapy.
Psychiatrists and other mental health professionals are qualified to provide at least the first 3 levels of the PLISSIT model and probably many components of the fourth. Most patients with sexual concerns will respond to the first 3 stages.
Conclusion
Sex is a fundamental quality-of-life issue. Sexual problems are extremely prevalent among the general population and even more so among persons with psychiatric or medical illness. There are at least 9 reasons why all physicians, perhaps psychiatrists especially, should make inquiry into sexual behaviours and response a routine part of caring for every patient.
Résumé : La médecine sexuelle : pourquoi les psychiatres doivent parler de sexe à leurs patients
Objectif : Examiner la prévalence des préoccupations sexuelles et la pertinence de ce domaine pour les psychiatres, et présenter des données probantes à l'appui de la nécessité pour les psychiatres d'inclure à titre régulier des questions sur la fonction sexuelle dans l'évaluation de leurs patients.
Méthode : Une revue de la documentation récente a été entreprise.
Conclusions :
Le sexe est un enjeu fondamental de la qualité de vie. La prévalence des problèmes sexuels est extrêmement élevée au sein de la population générale, et encore plus chez les personnes souffrant de maladie psychiatrique ou physique. Il y a au moins 9 raisons pour lesquelles tous les médecins, et sans doute particulièrement les psychiatres, devraient faire d'une interrogation sur les réactions et comportements sexuels une partie régulière des soins de chaque patient.
